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ABSTRACT
Aim: Self-assessment and reflection are essential for meaningful feedback. We aimed to explore whether the well-known
Johari window model of self-awareness could guide feedback conversations between faculty and residents and enhance the
institutional feedback culture.
Methods: We had previously explored perceptions of residents and faculty regarding sociocultural factors impacting feed-
back. We re-analyzed data targeting themes related to self-assessment, reflection, feedback seeking and acceptance, aiming
to generate individual and institutional feedback strategies applicable to each quadrant of the window.
Results: We identified the following themes for each quadrant: (1) Behaviors known to self and others – Validating the
known; (2) Behaviors unknown to self but known to others – Accepting the blind; (3) Behaviors known to self and unknown
to others – Disclosure of hidden; and (4) Behaviors unknown to self and others – Uncovering the unknown. Normalizing
self-disclosure of limitations, encouraging feedback seeking, training in nonjudgmental feedback and providing opportunities
for longitudinal relationships could promote self-awareness, ultimately expanding the “open” quadrant of the Johari
window.
Conclusions: The Johari window, a model of self-awareness in interpersonal communications, could provide a robust frame-
work for individuals to improve their feedback conversations and institutions to design feedback initiatives that enhance its
quality and impact.
Introduction
Effective feedback, integral to continuing professional
development, needs to be credible and informed by self-
reflection to facilitate performance improvement (Cantillon
and Sargeant 2008; Sargeant et al. 2008a, 2009; Delva et al.
2011; Boud 2015). Feedback exchanges also need to
address factors such as self-efficacy and autonomy which
could impact internal motivation and lead to loss of “face”
(Ten Cate 2013; Ramani et al. 2017). Accurate self-calibra-
tion of performance requires reflection in and on action,
self-assessment and feedback from others (Boud 1995; Eva
and Regehr 2007, 2008). Thus, changing the institutional
feedback culture would require concerted efforts to stimu-
late these strategies (Sargeant 2008; Sargeant et al. 2008b,
2009; Sargeant 2012). A framework such as the Johari win-
dow could guide educators and institutions in establishing
a learning culture that actively encourages self-awareness,
thereby raising the credibility and acceptability of feedback
and promoting commitment to behavior change. Below,
we describe how the Johari window could be used to
incorporate self-assessment and reflection into feedback
conversations.
The Johari window is a psychological matrix developed
by Joseph Luft and Harry Ingham in 1955, to enable aware-
ness and understanding of own behaviors, feelings and
motivation during interpersonal interactions (Luft 1969).
The model also applies to person–environment interactions
and explains the role of self-awareness in professional
development. There are four quadrants, each depicting a
different level of self-awareness: (1) known to self and
others (open), (2) unknown to self but known to others
(blind), (3) known to self and unknown to others (hidden),
and (4) unknown to self and others (unknown) (Numerof
1979; Sutherland 1995; Verklan 2007). The Johari window
has been infrequently used in medical education. Since
feedback conversations are complex interactions between
two persons, or between persons and their work or learn-
ing environment, we propose this matrix as an effective
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framework to guide systematic inquiries into the culture of
feedback, feedback seeking, receptivity and impact on per-
formance. In the next section, self-assessment and reflec-
tion are described as two important pedagogical strategies
relevant to the Johari model and essential to the effective
exchange of feedback.
The first strategy is self-assessment, traditionally viewed
as an unguided, self-generated strategy to assess one’s
own abilities. However, professionals’ ability to self-assess
has been reported as less accurate than external observa-
tions, with suboptimal performers tending to overestimate
their competence due to lack of insight into their errors
(Kruger and Dunning 1999; Dunning et al. 2004; Eva and
Regehr 2005; Davis et al. 2006; Ehrlinger et al. 2008;
Sargeant et al. 2008b). This incongruence is amplified when
data from others conflict with impressions of self or if
learners view the source as lacking credibility (Sargeant
et al. 2008a; Mann et al. 2011). More recent definitions of
self-assessment strongly emphasize inclusion of data from
external sources. Boud (1995) describes self-assessment as a
process that requires internal and external data about one’s
performance and comparing these with a standard to make
a judgment about one’s performance. Mann et al. (2011)
coined the term informed self-assessment, defining it as
the incorporation of internal and external data into self-
appraisal. The term self-directed assessment seeking refers
to the pedagogical activity of looking outward for forma-
tive and summative assessments of one’s current level of
performance (Eva and Regehr 2008). These descriptions of
self-assessment as an interactive rather than individual
strategy are more relevant to feedback seeking, acceptance
and impact on behavior.
The second important strategy is reflection, which can
be categorized as reflective learning and practice. Reflective
learning refers to critical thinking and analysis of own
experience and performance to inform growth in know-
ledge, skills and attitudes (Moon 2004; Chaffey et al. 2012;
Hayton et al. 2015). Reflective practice, a core tenet for
healthcare professionals, is the ability to reflect on one’s
actions to enable continuing professional development
(Scho€n 1983). Reflection in action is the analysis of one’s
performance during the event potentially leading to imme-
diate and beneficial behavior change, while reflection on
action is the review of one’s performance after the event to
change future behavior. Boud et al. state that: “Reflection is
an important human activity in which people recapture
their experience, think about it, mull it over and evaluate it.
It is this working with experience that is important in
learning” (Boud et al. 1985). Reflection has also been
described as the link between receiving and assimilating
feedback (Sargeant et al. 2009). Provision of feedback is
thought to stimulate a reflective process among receivers
which can be instrumental to acceptance and incorporation
of data.
While informed self-assessment and facilitated reflection
of performance have been the subject of many recent
research reports, how these strategies influence feedback
conversations between faculty and residents is largely
unknown. Resident and faculty perceptions on the impact
of institutional culture on these pedagogical strategies
have also not been studied. Using qualitative methodology,
we had previously conducted two studies in open-ended
explorations of (1) perspectives of residents on the
value of, barriers to, and best practices for feedback
(Ramani et al. 2017), and (2) perspectives of residents and
clinical teachers on the institutional feedback culture, feed-
back seeking, receptivity and bidirectional feedback (manu-
script under review). Key results from the previous studies
indicated that institutional culture had a significant impact
on the content and credibility of feedback exchanges.
Residents and faculty also reported that the institutional
culture of politeness was a barrier to honest, especially con-
structive feedback. In this study, we performed a focused
in-depth exploration of factors impacting feedback, solely
through the lens of the Johari window. Thus, we only tar-
geted themes related to self-assessment, reflection, feed-
back seeking and acceptance. Specifically, we aimed to
discover individual and institutional strategies that could be
applied to each quadrant of the window to enhance the
culture of feedback. We describe how self-awareness, feed-
back seeking and receptivity could interact to inform learn-
ers about their performance, and the role of the institution
in implementing strategies to enhance the culture of
feedback.
Methods
Data from two previous studies were re-analyzed using the
Johari framework. The study setting, sampling and data col-
lection summarize the methods for studies 1 and 2, and no
new participants were recruited for this study.
Study setting
The study was conducted at a large, urban training pro-
gram with approximately 160 residents. Residents on a 3-
to 4-year training track work in inpatient and outpatient
settings. Ward teams consist of one or two postgraduate
year (PGY) 2, 3 or 4 residents; two or three PGY1 residents;
one or two attending physicians; and one or two medical
students, who mostly work together for two weeks. Only in
continuity clinics do residents have a longitudinal faculty
supervisor. The quality of feedback would be variable as
faculty level and experience in teaching vary. The institu-
tion outlines expectations for feedback but does not man-
date feedback training.
Qualitative approach and sampling
A constructivist grounded theory approach, appropriate for
hypothesis generation, was used to explore participant
views on the role of feedback seeking, informed self-assess-
ment and reflection on clinical performance and profes-
sional growth (Kennedy and Lingard 2006; Watling and
Lingard 2012; Charmaz 2014). Using a purposive sampling
strategy, we recruited residents and faculty for focus group
discussions. Purposive sampling strategies target represen-
tative groups, in this case residents who rotate on inpatient
and continuity clinic settings and generalist faculty who
provide most of the clinical supervision and teaching
(Creswell and Creswell 2013; Ramani and Mann 2016). All
prospective participants received email invitations describ-
ing the purpose of the study, emphasizing that
participation was voluntary and ensuring confidentiality
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of opinions. Verbal consent was obtained from participants,
with the opportunity to opt out at any point.
Data collection
The primary data collection was through focus group dis-
cussions supplemented by field notes. Focus groups were
facilitated by the first author SR, a faculty trained in qualita-
tive methodology, assisted by a research assistant who
monitored the discussions and debriefed with the
interviewer.
Open-ended questions explored participant opinions on
the institutional feedback culture, factors impacting feed-
back seeking, receptivity and bidirectional feedback. A total
of nine resident focus group discussions (four for study 1
and five for study 2) were conducted between December
2013 and May 2016; all groups consisted of PGY1, 2 and 3
residents. Three focus groups with general medicine faculty
(continuity clinic preceptors and inpatient attendings) were
conducted between June and October 2016 (study 2). All
focus group discussions were 60minutes in duration. Open-
ended questions, discussed in advance by the research
team, were used as triggers to initiate conversations, and
clarification and further elaboration were sought as
required (Table 1).
Data analysis
Eleven focus group transcripts provided data for a new
framework-based qualitative analysis, using the Johari win-
dow model. A conceptual thematic analysis was carried out
to explore how our findings aligned with or challenged
constructs for each quadrant of the Johari window. Only
themes related to self-assessment and reflection and applic-
able to the framework were identified. A constant compara-
tive approach required for grounded theory research was
utilized (Patton 2002; Kennedy and Lingard 2006; Creswell
2012; Watling and Lingard 2012; Charmaz 2014). Two inves-
tigators independently performed a thematic analysis to
identify major themes grounded in participant narratives
using NVivo software. Emerging themes were discussed
with the entire research team, and ambiguities or disagree-
ments in coding and generation of themes were resolved
by consensus at research team meetings.
To ensure reflexivity, we reflected on and acknowledged
any influence of researchers in their approach to sampling,
data collection and analysis (Watt 2007; Watling and
Lingard 2012). The lead author (SR), a faculty in the
Department of Medicine, is not responsible for promotion
or graduation decisions for residents or in a position of
power over faculty. Her collaborators are nonphysicians,
not affiliated with the institution where the research was
conducted, and experts in health professions education
research (CV, KK). The team also included two research
assistants, one of whom observed the focus groups and
took field notes and the other participated in independent
data analysis (LW, EP). Each transcript was reviewed to
ensure that questions remained open-ended and allowed
for expression of a wide range of opinions.
Ethical approval
The study was granted exempt status by the Partners
Institutional Review Board, the review board for Brigham
and Women’s Hospital (Protocol#2013P002270/BWH).
Results
A total of 67 residents participated in nine focus group dis-
cussions and 22 generalist faculty participated in three
focus group discussions. These data were collected for
studies 1 and 2 as described previously. In our new the-
matic analysis based solely on the framework of the Johari
window, we identified the following themes most applic-
able to each quadrant:
1. Validating the known: Quadrant 1 – Behaviors known
to self and others
2. Accepting the blind: Quadrant 2 – Behaviors unknown
to self but known to others
3. Disclosure of hidden: Quadrant 3 – Behaviors known to
self but unknown to others
4. Uncovering the unknown: Quadrant 4 – Behaviors
unknown to self and others
Validating the known
The “known” quadrant refers to competency domains or
behaviors known to the resident as well as their supervising
faculty and peers. Reviewing these areas during feedback
conversations validates the feedback receiver that their self-
assessment is accurate and reinforces that their
Table 1. Subjects and focus group trigger questions in studies 1 and 2.
Study Subjects Trigger questions
1 38 residents 1. Does feedback provided by faculty facilitate performance improvement?
2. What are the strengths and weaknesses of the current feedback system in our residency program?
3. Can you describe challenges encountered when you give or receive feedback?
4. Can you suggest strategies to improve the feedback culture in our department?
2 29 residents
22 faculty
1. Feedback culture:
When the term feedback culture is used, what does it mean to you?
How would you describe our institutional feedback culture?
Can you suggest strategies to enhance the feedback culture in our department?
In previous discussions, residents had expressed that our culture of politeness
inhibits meaningful feedback, what are your opinions regarding this?
2. Feedback seeking and receptivity:
How important is feedback seeking behavior in obtaining meaningful feedback?
Do you seek feedback? If yes, was it effective? If no, what are the reasons for not seeking it?
What factors could increase receptivity to constructive feedback?
3. Bidirectional feedback:
In your opinion, is bidirectional feedback important?
How often do you give feedback to seniors (faculty or residents)?
How can we encourage bidirectional feedback?
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performance improvement plans are on target. Reinforcing
good clinical habits can ensure that the resident will con-
tinue to engage in such behavior.
Feedback isn’t code for criticism. It means, how are you doing?
It could be good; it could be bad. The absence of feedback is
bad… It doesn’t have to be critical to be accurate. (R)
Sometimes you just want to hear, ‘yes, you are where you’re
supposed to be.’ Sometimes that’s all you need to know. (R)
Feedback is useful not only to identify weaknesses but also to
provide reassurance that one is on the right track. (F)
While known behaviors include strengths and deficien-
cies, faculty emphasized the role of positive feedback in
establishing trust and setting the tone for ongoing
conversations.
I think lots of positive feedback is important to developing their
trust. If they only notice that you're picking out the bad stuff,
they are going to think you're not really on their side. You need
to catch them doing something right. Have them be called out
for an excellent job so they get used to the idea that you're not
out to get them. You want to help them and reinforce the good
things that they're doing as well as help with the bad. (F)
Residents and faculty stated that discussing
known behaviors is important to assess the accuracy of
self-assessment, validate and reinforce strengths.
Accepting the blind
The “blind” quadrant refers to areas of performance
unknown to the resident but evident to supervising faculty
and peers. It is likely easier to discuss strengths, but the chal-
lenge arises when the blind area involves constructive feed-
back on underperformance, often skipped to avoid hurting
receivers’ feelings. Engaging in active feedback seeking,
grounding feedback conversations in learning goals and
facilitating performance improvement plans could make it
more palatable to accept constructive comments.
I think that’s (the responsibility) on the receiver a little bit. You
have to say I’m not interested in hearing the things you think
I’m doing great at, because that’ll make me feel good, but
that’s not the point of this. It’s to grow. (R)
To say you’re not going to hurt my feelings. I want to know
what things I can really improve on and how to do it. Then to
push people when you feel like they’re sugar-coating things a
little bit. (R)
We’re not always focused on giving feedback or thinking about
what each resident needs the feedback on, would be useful to
have this information. (F)
Faculty expressed that modeling feedback-seeking
behavior and demonstrating their own efforts at ongoing
professional growth could encourage residents to do the
same and enhance their acceptance of constructive
feedback.
If you show them that you're trying to seek active feedback
and continuing to learn, maybe the constructive feedback
you're providing also carries a bit more weight. (F)
I always ask for feedback genuinely and say, “I'm always striving
to improve my attending skills, my teaching skills, so I’m asking
you for honest feedback.” (F)
Additionally, it was suggested that feedback training
should not just focus on the skills of giving, but also on
receiving and accepting it.
I think we should be told at the beginning, how you seek out
and how you react to the feedback that you’re given. If you’re
defensive, if you don’t push people to say tell me what I could
be doing a better job at, it’s very easy to get through residency
without anybody ever telling you those things. (R)
Just teach people to seek out constructive criticism, but
criticism so that they grow. (F)
The comparison to sports coaching as well as parenting
was brought up as strategies to defuse emotion and avoid
the implication that the comments were an attack on the
person.
As specific as you can get, it takes the emotional valence out of
it. Giving tips on someone’s golf swing is a lot easier than
telling them that they are lacking as a person. It's also more
actionable … .in general you’re separating the person from the
behaviour, which is something you learn from parenting all the
time. (R)
Overall, participants indicated that strategies to encour-
age acceptance of constructive feedback pertaining to skills
in the blind quadrant include active feedback seeking,
training in feedback seeking and receiving, and a coaching
culture similar to that seen in sports.
Disclosure of hidden
The “hidden” quadrant comprises what is known to the
resident but not to faculty or peers and therefore requires
disclosure by the resident. While expectations about weekly
feedback exchanges were communicated regularly, partici-
pants stated that performance goals were rarely discussed,
resulting in conversations not guided by self-disclosed
goals, fears or limitations.
I have had interns who pick one or two areas of weakness that
they want to focus on for that rotation. I found that incredibly
helpful in terms of the entire rotation. I think that can do tons
in terms of making the whole feedback experience much more
useful. (R)
It helps if you ask the person you’re working with, is there
anything in particular you’re working on or trying to get better
at? That way, it doesn’t feel like it’s coming out of nowhere. It
feels like ‘okay, I asked you to watch me in this particular
domain and see how I’m doing’. (F)
The credibility of feedback could be influenced by the
relationship between the feedback provider and receiver.
Residents may be willing to disclose their goals, and limita-
tions to those they trust, allowing for more focused and
actionable feedback. Positive relationships can also stimu-
late more performance observation and make the feedback
data more acceptable.
The most useful relationship was with my clinic preceptor who
knows me best as a clinician and has given me the most
formative feedback. I think they go together. Because I feel like
she knows me so well, I really value what she says. It has a lot
of merit. I think I’ve been very lucky in that sense. (R)
How you evaluate someone, or think about someone growing,
is really the question. Any sort of relationship that happens
over time offers better opportunities for feedback. (R)
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The more time the person that’s getting feedback spends with
you, the better able they should be to give you that feedback.
The less the receiver can say, in their head, they didn’t see me
in this situation. How do they know what I’m doing here? (F)
Development of trusting and longitudinal relationships
between residents and faculty was thought to be important
to allow for disclosure of performance goals, fears and
insecurities.
Uncovering the unknown
The “unknown” quadrant refers to domains unknown to
the resident as well as supervising faculty. Therefore, seek-
ing feedback from peers and other staff could be helpful.
Residents indicated that their near peers provided feedback
on very different skills than faculty and wished peer–peer
feedback conversations occurred more frequently. Some
inpatient attendings emphasized the importance of feed-
back from nonphysician team members whose perceptions
of physician–patient interactions and teamwork are likely to
be different and valuable.
I wish interns give more feedback on the teaching, running
rounds, how supportive I am, how it is working with us, the
nitty-gritty. And it’s different feedback than I would get from an
attending. (R)
I think the nurses, case managers and other team members
should also be evaluating residents from a multidisciplinary
team standpoint. They provide informal feedback on different
skills than we do-professionalism, teamwork, interpersonal skills
etc.(F)
Training in the skills of giving feedback, both top-down
and bottom-up, was considered important by residents and
faculty. Effective techniques to providing constructive feed-
back emphasizing the goal of mutual professional growth
were suggested. Residents who had participated in courses
at the business school stated that medical education could
borrow methods of feedback training from outside the
profession.
I think formal feedback teaching with the goal being how to
give negative feedback would be a very good thing. (F)
Attendings are being trained to be educators and deserve a
session on how to give good feedback… the concept of
[trainee] growth needs to be ingrained in the culture. (R)
Go to McKenzie or Google. I’m sure they have a great
apparatus for giving feedback, these companies focus on
parallel feedback and top-down feedback. There are ways of
teaching feedback in an efficient way so you show them how
to do it before they start. (R)
Participant statements indicate that unknown behaviors
could come to light through frequent performance obser-
vation, multisource feedback and feedback training that
emphasizes professional growth.
Discussion
In this study, we sought to explore perceptions of residents
and faculty to help us determine the fit between sociocul-
tural factors that impact feedback and a psychological
model that emphasizes self-awareness in professional
development. Based on our findings, we believe that the
Johari window model can effectively guide feedback con-
versations between faculty and residents, and the design of
feedback initiatives by institutions. Originally described as a
model of interpersonal communication and later adapted
for leadership, teamwork, teaching skills, etc., the model
comprises self-awareness and perception of self as core
components (Numerof 1979; Sutherland 1995; Verklan
2007). Thus far, no studies have been published on the
application or utility of this model in feedback conversa-
tions in medical education. The perception of self includes
self-assessment and reflection, both of which can play a
significant role in influencing the quality of feedback con-
versations. Stimulating these pedagogical strategies could
influence behavior change and performance improvement,
through learners’ willingness to self-discover strengths and
weaknesses, feedback-seeking behavior and receptivity to
multisource feedback. Our data suggest that both residents
and faculty view effective feedback as an interpersonal
communication facilitated or inhibited by the institutional
culture, rather than a unidirectional top-down process.
Additionally, the clinical environment is one where patient
care is delivered by teams, where perception of self and
perception of one’s behaviors by other team members are
essential for optimal functioning.
In the next sections, we describe feedback strategies to
potentially expand the “open” quadrant and shrink the
“hidden,” “blind” and “unknown” quadrants, as depicted in
Figure 1. Under each quadrant, we have listed strategies
for individual feedback providers and receivers, followed by
institutional initiatives that could maximize professional
growth.
The “open” quadrant enables individual professionals
and teams to be most productive. Strengths as well as defi-
ciencies need to be discussed to stimulate a growth mind-
set. For feedback providers, encouraging reflection and
inviting self-assessment from receivers can expand this
quadrant. However, research suggests that most people
tend to possess inflated self-assessments as they pay more
attention to positive data in reconstructing experiences
(Davis et al. 2006; Eva and Regehr 2008); thus, unguided
reflection and self-assessment can lead feedback receivers
to inaccurately calibrate their performance level (Kruger
and Dunning 1999). Self-reflection is more accurate when it
incorporates performance data from external sources (Boud
1995; Epstein and Hundert 2002; Eva and Regehr 2008;
Sargeant et al. 2009; Mann et al. 2011; Sargeant et al.
2015). Sargeant et al. (2015) recently described the R2C2
model, a facilitated reflective performance feedback model,
comprising the following steps: building a relationship,
exploring reactions to performance data, exploring learners’
understanding of the content of feedback and coaching for
performance change. Self-directed assessment seeking can
be useful not only to validate perception of strengths and
agreement on areas needing improvement, but also to
assess accuracy of residents’ self-awareness (Eva and
Regehr 2008). Institutional leaders have a major role in pro-
moting a culture where informed self-assessment becomes
the norm, and providing training on these skills, thereby
enlarging the “open” quadrant for individuals and teams.
Additionally, faculty supervisors should present frequent,
affirmative feedback on performance along with a road
map detailing where learners need to be at different stages
and a plan to get there. These strategies can also address
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learners’ sense of competence, relatedness and autonomy,
needs that are crucial in residency education (Schumacher
et al. 2013; Ramani et al. 2017).
The “blind” quadrant arises out of ignorance about one’s
behaviors and performance. A multipronged approach is
needed to shrink this space. Learners can gain awareness
of their blind spots through active feedback seeking,
defined as one’s conscious efforts to determine adequacy
of performance in attaining required learning goals
(Crommelinck and Anseel 2013). Since feedback-seeking
behavior can be driven by the desire for useful information,
to enhance one’s ego, or maintain a positive image, it can
be influenced by goal orientation of individuals
(VandeWalle et al. 2000; VandeWalle et al. 2001; Teunissen
et al. 2009). Trainees with a performance goal orientation,
focus on good performance and creating a good impres-
sion, may avoid feedback that could reveal limitations and
threaten their image. Those with a learning goal orienta-
tion, focus on gaining new knowledge and skills, are more
likely to engage in feedback seeking to correct deficiencies
and gain mastery in their field. Feedback seeking can also
be impacted by the attending physician’s supervisory style
and interpersonal skills (Teunissen et al. 2009; Bok et al.
2013). Institutions need to establish a learning culture that
actively promotes feedback-seeking behavior, emphasize
learning goal rather than performance goal orientation
among its trainees and staff, communicate these as clear
expectations and provide feedback training that includes
strategies for seeking, receiving and incorporating feedback
(Teunissen and Bok 2013).
The “hidden” quadrant represents information, feelings,
fears, agendas or context that a resident may hesitate to
reveal to supervising faculty or peers. Disclosure is
necessary to narrow this space, though how much to reveal
would depend on the person, the trust and relationship
with others. Many potential negative effects of rapid transi-
tions and short rotations in clinical medicine have been
described including inability of trainees and faculty to
establish trusting educational or working relationships, lack
of knowledge about each other’s motivation, commitment
or goals, and lack of a shared mental model of perform-
ance appraisal and expectations for feedback (Bernabeo
et al. 2011; Holmboe et al. 2011; Sargeant et al. 2011;
Watling 2014a, 2014b; Sargeant et al. 2015; Dudek et al.
2016). Modeled on the psychotherapeutic concept of a
therapeutic alliance, the educational alliance framework
may promote supportive relationships between learners
and teachers resulting in meaningful feedback exchanges
where learners feel comfortable disclosing their limitations
and insecurities, and teachers ground their feedback in
learner goals while being mindful of their fears and the
context (Telio et al. 2015; Telio et al. 2016). Establishing
such an alliance necessitates that residents and attendings
have conversations that demonstrate the teacher’s commit-
ment to the learner and the learning process, and establish
a relationship that permits disclosure, thus narrowing the
“hidden” space. Faculty can acknowledge their own fears
and limitations, demonstrate understanding of the learner’s
context and provide goal-directed feedback. Institutional
interventions to enhance self-disclosure can include oppor-
tunities for creating longitudinal relationships, a climate
that encourages admission of limitations and training in
giving nonjudgmental feedback.
The last quadrant, the “unknown” space, is the most
challenging to address because neither the resident nor
their supervisors or peers are aware of these behaviors.
Known
- Teachers facilitate self-
reflecon
- Teachers validate self-
assessment, reinforce good
habits, discuss areas to
improve
- Instuons set expectaons
and provide training in
informed self-assessment
Blind
- Learners proacve in
feedback seeking
- Instuons promote
feedback seeking behaviors
- Learning culture smulates
learning goal orientaon
- Instuons provide training
in seeking and receiving
feedback
Hidden
- Teachers affirm
commitment to learners
- Teachers engage in goal
directed feedback
- Instuons facilitate
longitudinal relaonships
- Establish the educaonal
alliance framework
Unknown
- Learning culture encourages
self-discovery 
- Instuons implement
mulsource feedback
- Instuons encourage
performance observaon
- Instuons provide training
to all feedback providers
Unknown to selfKnown to self
Known to
others
Unknown
to others
Figure 1. The Johari window and the culture of feedback. The four quadrants of the Johari window list strategies that individuals and institutions can use to
enhance self-awareness and impact of feedback, thereby optimizing the size of each quadrant.
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These can include abilities or a limitation that a profes-
sional is unaware that they possess or skills that are under-
estimated. Shrinking this area would involve a multitude of
approaches such as residents’ readiness to discover new
areas of self, direct performance observation by different
supervisors and multisource feedback. Supervisors, peers
and nonphysician team members, such as nurses or case
managers and patients, are all likely to perceive and pro-
vide insights on different dimensions of performance, thus
enhancing professional development of residents (Sargeant
et al. 2005; Ten Cate and Sargeant 2011; Holmboe and Ross
2012; Sargeant 2015; van der Meulen et al. 2017). However,
it has also been reported that physicians tend to view non-
physician sources of feedback as less credible and benefi-
cial, therefore less receptive to their feedback (Sargeant
et al. 2005, 2007; Ten Cate and Sargeant 2011). Institutions
can promote these strategies by implementing formal inter-
professional feedback, providing training in receiving and
incorporating feedback into performance, and creating a
culture of openness to self-discovery. With time, the com-
bination of these strategies could shrink the unknown
space.
This study has limitations which may have affected our
findings. The inquiry was based at a single residency pro-
gram, and the data may not be completely transferable to
other programs and institutions. The data were not col-
lected with the goal of exploring opinions about self-aware-
ness or reflection, rather the analysis was performed on
preexisting data using a framework-based qualitative
approach. Focus groups aim to discover participants’ opin-
ions on a given subject, but such perceptions may differ
from actions. While a large quantity of narratives was avail-
able, our participants were a sample of a larger resident
population, and we may not have captured a full range of
opinions from nonparticipants. To ensure rigor, our data
sources included focus group transcripts, field notes and
observations by two people, and independent data analysis
by two or more investigators. The findings also appear to
be consistent with existing literature on sociocultural fac-
tors that influence feedback (Shute 2008; Mann et al. 2011;
Sargeant et al. 2009, 2011; Eva et al. 2012; Watling et al.
2013; van de Ridder et al. 2014; Watling 2014b). Our con-
text is typical of large medicine residency programs and
the findings are potentially transferable to similar post-
graduate education settings. Finally, attention was paid to
reflexivity in formulating open-ended study questions, data
collection that allowed for group interactions and triangula-
tion of data analysis.
Suggestions for further research
In this study, we have explored the perceptions of residents
and faculty regarding the importance and influence of fac-
tors such as self-assessment and reflection on feedback
seeking, receptivity and professional growth, through the
lens of the Johari window model of self-awareness. Further
research is required to investigate whether and how these
strategies come into play during real-time feedback conver-
sations. It is also important to explore whether increasing
direct performance observation and designing longitudinal
mentoring relationships will improve accurate self-assess-
ment, disclosure and willingness to engage in self-
discovery. Our next steps will include observations of real-
time feedback conversations between faculty and residents
using an ethnographic approach, followed by reflexive
debriefing of feedback behaviors. Finally, we aim to design
feedback training incorporating the Johari framework and
study its impact on feedback behaviors of faculty and
residents.
Conclusions
Informed self-assessment and facilitated reflection are inte-
gral aspects of feedback conversations. These strategies
should incorporate data from self and multiple external
sources. The Johari window, an established model for self-
awareness in interpersonal communications, can provide a
robust framework for teachers to plan feedback conversa-
tions as well as institutions to design feedback initiatives
that enhance its quality and impact on professional growth.
Normalizing disclosure of fears and limitations, encouraging
feedback seeking, training in providing nonjudgmental
feedback and providing opportunities for longitudinal rela-
tionships can enhance self-awareness and promote self-dis-
covery which can ultimately maximize the “open” quadrant
of the Johari window.
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